Healthcare systems play a central role in the socioeconomic distribution of ill health and mortality in European populations [2] . A key question, though, is whether their generosity and design will equip them to deal with the expected demographic changes [3] , which imply an increased number of people with chronic diseases and elderly populations in increasing need of health care [4] .
In all likelihood, health services provided by formal healthcare institutions will not be sufficient to meet the future demand for health care. In fact, more care is already taking place outside of formal healthcare systems [5] . It may not be commonly recognized, but more care is provided informally than formally, with health care being either self-administered or provided by a friend, colleague, neighbour or family member [6] .
An increasing burden
Currently, we see a shift in European society whereby the responsibility for care is increasingly shifting onto the family, because it reduces the pressure on the formal healthcare system [7] . As a consequence, the burden on those who care for their own is likely to increase in the future as populations become older and more unhealthy.
Unfortunately, informal care providers are a hidden and understudied group. They have been overlooked in the public health services debate and in public health research for too long. We need more knowledge about the reasons for informal caregiving as well as the social and health-related consequences for those who spend time giving help to family members, friends, neighbours or others because of ill health, disability, or age.
A hidden system
Informal care has been described as a hidden healthcare system, as it refers to how health care can reach beyond formal institutions and structures [1] . Community groups, complementary and alternative medicine, faith and identity groups, for example tied to ethnicity or neighbourhood, are all examples of central institutions in the 'hidden' or informal healthcare system.
Despite the reported stress and negative health consequences of serving as informal care providers, millions of people choose to perform informal care around the world. Even in countries considered to be welfare states with developed healthcare systems, people perform informal care also when formal resources are available [6] .
Informal caregiving: a balancing act
Informal caregiving can be stressful, especially combined with potentially conflicting roles in relation to career, family or other areas of life. We know that caregiving can have a detrimental effect on carers' emotional health (e.g. due to increased stress, depression and exhaustion), social activities, leisure time, energy levels, family relationships and access to health services [8, 9] .
Furthermore, there is evidence of a negative effect of caring on general self-rated physical health [10] , and a study by Davis and colleagues showed that caregiving can represent a serious health burden, especially for spousal dementia caregivers [11] . Furthermore, people caring for spouses with Alzheimer's and Parkinson's disease are found to experience a similar health burden, which is also the case with respect to those caring for an elderly person [12] .
People who attempt to combine informal caregiving with a career experience more stress than people who focus on caregiving alone [6] . It has also been shown that those who experience unmet needs for health care are more likely to become caregivers. This in turn can lead to conflicts between caregiving responsibilities and future labour force participation [13] .
Stressful experiences are not only found among those who provide informal homecare, but also among those who undertake informal caregiving in the formal healthcare system. For example, parents providing informal care to children in hospitals report stressful experiences [8] . This is explained by the ways in which a shift in caregiving roles can create a feeling of loss of responsibility or control. However, other studies show that caregivers do not experience a higher amount of stress compared to non-caregivers. On the contrary, they actually show some positive gain among caregivers. For example, one study found that carers who perceive their relationship with caregiving as more positive, tend to report a lower frequency of depression [14] . Thus, while informal caregiving can produce stress [15] , it can also bring benefits, such as a positive feeling of reward or a closer relationship with the receiver of care [16] .
This leads me to ask two questions. First, from an individual perspective: Is there a threshold in terms of when informal care is healthy for the provider and when it becomes unhealthy? And secondly, from an institutional perspective: Are there more intensive caregivers in countries with less accessible health systems, i.e. with high out-of-pocket payments? These questions need to be addressed and explained properly in future studies, but preliminary conclusions can be drawn based on existing research.
Eleven hours per week
A recent study by Verbakel et al. [17] provided prevalence rates of informal care in 20 European countries, their characteristics and their consequences in terms of mental health. We found that, on average, more than onethird of European populations spend time looking after or giving help to family members, friends, neighbours or others because of health reasons, including health problems related to old age. We also observed that informal caregivers suffer from reduced mental well-being compared to non-caregivers, and that negative mental health consequences were especially severe among those who devote more than 11 h per week to caregiving.
More intensive care givers in less accessible healthcare systems
To answer my second question, we can examine whether high-intensity carers fall disproportionally within certain types of healthcare systems. Broadly speaking, we can differentiate between three types of European healthcare systems [18] .
First, countries in the low budget -restricted access category (i.e. Portugal, Spain and Finland) have low levels of health expenditure and high private out-ofpocket payments. Combined with low inpatient care provision, this implies that equality of access to health care is lowest in this healthcare system category. Unlike patients, doctors are subject to more state control than in the other healthcare systems, since they receive fixed salaries.
Second, the health service provision-oriented category, which typically includes central European countries such as Austria, Belgium, France, Germany and Luxembourg, has a high level of healthcare service provision, most notably in outpatient health care. Out-of-pocket payments are comparatively low, and patients have free access and choice of GPs. In general, doctors are paid fee-for-service, and equality of access is considered to be of the highest importance.
Third, in the universal coverage -controlled access category, which typically includes the Nordic countries, but also Great Britain, Italy and Ireland, access to health care is highly regulated by the state. Hence, there is restricted access to health professionals, and low outpatient care. However, equal access to health care is strongly emphasised by maintaining very low levels of private out-of-pocket payments.
Following from this, we could expect the highest number of informal caregivers in the low budget category and the lowest in the universal coverage category. The same study by Verbakel et al. showed that the Nordic countries had the highest numbers of informal caregivers, but the lowest numbers of intensive caregivers [17] . The opposite association was observed among Central and Eastern European countries, and was particularly pronounced in Portugal and Spain, which both fall within the 'low budget' health system category. Of course, typologies are not carved in stone, they may shift over time, and countries may have multiple health system memberships. Still, it may not be unreasonable to expect that less accessible healthcare systems have a higher mental health burden among their informal caregivers, which is likely to increase in the demographic transition period.
this issue of the Scandinavian Journal of Public Health
The current issue of the Scandinavian Journal of Public Health is dedicated to varying aspects of health care: from public awareness, public attitudes, unmet needs to health care investments. The issue also contains two articles which describe the characteristics and consequences of hidden health care that is the focus of this editorial. Both studies make use of data from the European Social Survey, round seven [19] . In a follow-up study, Verbakel and colleagues examine the extent to which informal caregiving and intensive caregiving relate to countries' formal long-term care provisions and family care norms. The authors find that long-term care provisions in a country are related to a higher likelihood of providing informal care, but a lower likelihood of providing intensive care. Also, intensive caregiving is more likely in countries with strong family care norms. Verbakel concludes that inadequate long-term care provisions might pose a risk to caregivers' well-being and healthcare systems' sustainability.
In a second study, kemppainen et al. examine the determinants of complementary and alternative medicine (CAm) treatments in Europe. They conclude that CAm is commonly used for health-related problems in Europe (particularly among those with multiple co-morbidities), albeit with large between-country variations. CAm was typically used as a complement to, and not as a replacement for, formal care.
While both alternative care and informal care belong in the hidden healthcare system, there are important differences between them. For example, while alternative care requires financial resources and is used more frequently among higher socioeconomic groups, informal care is more common in the lower socioeconomic strata and can therefore potentially increase the burden among already vulnerable groups.
Conclusion
There are two types of balancing activities to which our attention needs to be drawn. First, European healthcare systems are dependent upon continuous support from the 'hidden healthcare system'. However, we cannot afford for any of these systems to be overloaded. The second type of balance that needs to be struck is with each individual caregiver. While informal caregiving certainly has positive effects for those involved, there appears to be a limit. Negative consequences of unpaid care already seem to outweigh the positive ones, a relationship which may become even more imbalanced in the near future. European health authorities will need to find ways to lighten the burden on informal caregivers in order to lighten the future burden of their own health systems.
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